Contrast sensitivity tests, particularly as embodied in Arden's plates,' measure intensity thresholds for very large targets, whose component bars cover distances very many times greater than the extensity threshold for normal vision (6/6). Except under special circumstances the extensity threshold (visual acuity) and the intensity threshold (contrast sensitivity) are uncorrelated.6 That is, knowledge of a patient's visual acuity may give little or no ability to predict that patient's contrast sensitivity. This empirical fact simply reminds us that the 2 tests do not measure the same underlying ability and that comprehensive assessments of visual loss should include both measures.
We are also concerned about the wisdom of compressing contrast sensitivity measurements taken at several spatial frequencies into a single, 'representative' score. Here the fault evidently lies with the instructions for using the Arden plates. There is considerable evidence that pathology may cause 'notch' losses over a restricted range of spatial frequencies.' In nonclinical populations measurements of thresholds for similar spatial frequencies are highly correlated (r>+0-90); thresholds for spatial frequencies differing by a factor of 4 are statistically independent (r~=0'0). These facts suggest that using a single summary score to express Not all pathologists will agree with every apsect of the classification, especially as the histogenesis of some tumours is a matter for conjecture, but there is little to which strong
